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WEDNESDAY, MARCH 4, 1959 


House or REPRESENTATIVES, 
ComMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The committee met, pursuant to notice, at 10 a.m., in room 356, 
Old House Office Building, Hon, W. J. Bryan Dorn (acting chairman), 
presiding. 

Mr. Dorn. The committee will come to order. 

We are sorry that Mr. Teague could not be with us this morning, 
but I hope he can come a little later. 

We are delighted to have with us Mr. Whittier, Administrator of 
Veterans’ Affairs, and, Mr. Whittier, I do not think you have met. 
met Mr. George, who is one of our new members, and Mr. wugley: 
who was in Congress before. The rest of us you know, Mr. Whittier. 

I would like to say that we appreciate and respect the position that 
you hold, and you know that we are more than sympathetic, because 
you do have quite a job in running this great Veterans’ Administration. 
There are a lot of acne and difficult. elements involved. We want 
you to know we appreciate that, and we are delighted to have you 
with us and want you to know that you can say anything you care 
to the committee, and I think you are here today in reference to the 
new policy on the 125,000 beds, which we are all pleased with, and 
would be delighted to have you say what you care to, on it. 

Without objection, I would like to insert in the record at this 
point a copy of a letter dated February 2, 1959, from che Adminis- 
trator of Veterans’ Affairs, Mr. Sumner G. Whittier, to the President 
of the United States, and the President’s undated reply to Mr. 
Whittier. 

(The material referred to follows: ) 

Wasuinaton, D.C., February 2, 1959, 


THE PRESIDENT, 
The White House. 

My Dear Mr. Presipent: In order to bring up to date the authorized bed 
capacities of the Veterans’ Administration hospitals, it is requested that you 
approve the attached revised authorization for each of our hospitals. The revised 
authorizations, which total 125,000 beds for the Veterans’ Administration hospital 
system, are based on the present structural capacity of each of the existing 
hospitals as modified by previously approved hospital replacement and moderni- 
zation projects. Also shown are interim authorizations for hospitals affected 
by approved replacement or inodernization projects, to remain in effect until the 
completion of each project. These revised authorizations, if approved, by you 
will provide a base for requests for Presidential approval of construction or other 
acquisition as the need arises. 

he need for approval of a revised authorization for each hospital is occasioned 
by many factors. It will bring together for the first time in one document 
authorizations which have been scattered in many documents since the establish- 
ment of the Veterans’ Administration. In many cases the number of beds ap- 
proved when the hospitals were constructed or acquired by tne Veterans’ Adiminis- 
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tration are no longer current. As the practice of hospitel administration has 
changed so has the number of beds which can be provided within the hospital’s 
physical plant at accepted bed-spacing criteria. Many of the physica: facilities 
acquired from the military services after World War II have been unused for 
many years and have been demolished or transferred to other organizations cr 
have deteriorated to the point that they could not be used today without the 
unwise expenditure of thousands of dollars for their rehabititation. In addition, 
many of the modernization projects have resulted in the readjustment of beds 
so that a hospital’s bed capacity is no longer as originally approved. 

In the revised authorizations I am including the use of the 114 additional beds 
at the Veterans’ Administration hos ital at Lake City, Fila. These beds can be 
provided by the modernization of building No. 38 which we had originally intended 
to convert for nurses’ quarters. The need for this purpose no longer exists and 
for a small cost these beds can be used for patients to compensate further for the 
shift of the veteran population to Florida. 

The proposed revised authorization also includes the Veterans’ Administration 
hospitals at Martinsburg, W. Va., and Vancouver, Wash., ‘both of which were 
authorized to be acquired from the Army for temporary use pending the develop. 
ment of permanent hospital aon for those areas. The physical condition of 
these two hospitals is such that they can be continued in operation for the time 
being without the need for replacement and I, therefore, propose their continued 
use. 
It is also requested that you approve the utilization of unused buildings at the 
Veterans’ Administration hospital, Dublin, Ga., to provide 500 domiciliary beds 
and a revised authorization of 1,638 domiciliary beds for the Veterans’ Adminis- 
tration Center, Dayton, Ohio. The 500 domiciliary beds, when added to the 500 
hospital beds authorized for Dublin, Ga., will make full utilization of the hospital’s 
existing structural capacity. It will permit a reduction of 500 domiciliary beds 
in the 2,138 such beds at the Dayton, Ohio, center and the demolition of 5 obsolete, 
non-fire-resistant buildings there. 

I believe that an up-to-date authorized bed capacity for all Veterans’ Admin- 
istration hospitals and the shift in domiciliary beds from Dayton, Ohio, to Dublin, 
Ga., are urgently required and I recommend your approval. 

Respectfully, 
Sumner G. Wuirttier, Administrator. 
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Authorized bed capacities of Veterans’ Administration hospitals—Continued 


Location 


Interim authorization until completion of approved 
construction and modernization projects 
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Authorized bed capacities of Veterans’ Administration hospitals—Continued 


Location 


Interim authorization until completion of approved 
construction and modernization projects 
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Change in authorized bed capacities of Veterans’ Administration domiciliary homes 


Location: 

Tue Waite House, Washington. 

The Honorable Sumner G. WHITTIER, 

Administrator of Veterans’ Affairs, 

Veterans’ Administration, Washington, D.C. 

Dear Mr. Wuirtier: You have recommended my approval of a revised au- 
thorized bed capacity for each of the Veterans’ Administration hospitals because 
in recent years there has developed a considerable amount of uncertainty as to 
the total capacity of the hospitals. Since World War I numerous Presidential 
approvals have been granted for construction and acquisition ot hospitals by the 

eterans’ Administration, and these usually have been related to the operation 
of a specific number of beds. However, these approvals—in terms of number of 
beds, nature of care, and location of facilities—have been rendered obsolete or 
have been modified through necessity by deterioration or abandonment of facil- 
ities, changes in methods of medical treatment and hospital care, and other 
similar factors. 

For these. reasons I agree with your recommendation and am returning as of 
this date with my approval your proposed revision of the authorized bed capacity 
of each of the Veterans’ Administration hospitals. These revised authorizations 
total 125,000 beds for the Veterans’ Administration hospital system. They are 
based on your determination of the present, structural capacity of each of the 
hospitals with adjustments for approved hospital replacement and modernization 

rojects. 

: While this revision of the authorized bed capacity of Veterans’ Administration 
hospitals is a constructive step it does not solve the basic questions and uncer- 
tainties which exist concerning provision of hospital care to the Nation’s veterans. 
Each Administrator of Veterans’ Affairs has emphasized the need for a clear 
policy in this regard, with particular reference to the Federal Government’s 
responsibility for the care of wartime veterans with non-service-connected disa- 
bilities. In 1956 when the Administrator of Veterans’ Affairs recommended the 
establishment of a policy for the care of such patients, I requested that a study 
be made to show both where veterans are now receiving such care and an esti- 
mate of the magnitude of the non-service-connected war veteran patient loads 
for the next 30 years. 

That study was completed last year and has been made public. Its findings, 
when considered in relation to the hospital care responsibilities of other govern- 
mental jurisdictions and the responsibilities of the Federal Government to assist 
in the improvement of hospital facilities throughout the Nation, clearly indicates 
the urgent need for correcting existing uncertainties in the policies governing our 
veterans hospital care programs. Manifestly, the existing lack of clarity in the 
definition of Federal responsibility for the care of war veterans with non-service- 
connected disabilities makes difficult precise long-range planning by the Federal 
Government and denies other governmental jurisdictions a reliable foundation 
on which they may plan their hospital requirements for all their citizens. 

By statute, Congress has authorized the Administrator of Veterans’ Affairs, 
within the limits of Veterans’ Administration facilities, to furnish hospital care 
which he determines is needed for: 

(1) Veterans with service-connected disabilities; and 
. (2) War veterans w'th non-service-connected disabilities who are unable 
to defray expenses of necessary hospital care. 

Laws enacted by Congress clearly establish the responsibility of the Federal 
Government to provide all the care required by veterans for disabilities resulting 
from their military service. The Veterans’ Administration provides effective care 
to veterans with such disabilities without delay by giving them priority in 
Veterans’ Administration hospitals, by contracting for their care in other Federal 
and community hospitals, and by providing them with outpatient treatment in 
Federal and non-Federal facilities. 

At best, however, the statutes furnish only broad guidelines as to the respon- 
sibility of the Federal Government with respect to the hospital care of war veterans 
for non-service-connected disabilities and there is the need for a clear policy 
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overning the role of the Federal Government in providing facilities for their care. 

or many years, the number of beds in Veterans’ Administration hospitals has beep 
greatly in excess of the number needed to provide hospital care for veterans with 
service-connected disabilities. At present only one-third of the beds are occupied 
by veterans receiving care for disabilities resulting from their military service. 

he number of such veterans is now declining and the need for beds for their care 
in the future will decrease. Further, the recent study has disclosed that the 
Federal Government is now providing approximately one-half of all hospital beds 
occupied by veterans with non-service-connected neuropsychiatric, tubercular, 
and medical and surgical illnesses. The remaining 50 percent of the hospital 
beds occupied by veterans with non-service-connected illnesses are provided jn 
non-Federal hospitals. A continuing increase in the number of such non-Federal 
facilities has been encouraged by extensive Federal grants for hospital construction, 
Such grants, together with other Federal programs of public assistarice and voea. 
tional rehabilitation, have enlarged the capacity of other governmental jurisdic. 
tions to discharge their responsibilities for providing medical assistance to all 
their citizens including veterans. 

In light of these facts and recognizing that Congress, except in a few specific 
instances, has traditionally and properly left it within the discretion of the Presi- 
dent to determine and recommend to the Congress the extent to which facilities 
shall be constructed or otherwise provided for the care of veterans, I have adopted 
and approved the following four policies, which will govern my future approvals 
for construction or acquisition of Veterans’ Administration hospital beds: 

(1) Continuance of complete, high-quality hospital care for all veterans in need 
of such care for service-connected disabilities. Such care will be provided in 
hospitals of the Veterans’ Administration, other Federal hospitals, and State and 
local community hospitals in the discretion of the Administrator. 

(2) Continuance, within the capacity of the 125,000 authorized beds in Veter- 
ans’ Administration hospitals, of the care of war veterans with non-service- 
connected disabilities, recognizing that basic responsibility lies with other gov- 
ernmental jurisdictions for providing hospital care for all citizens who are unable 
to defray the expense of hospitalization. 

(3) Shifting FS beds or hospitals from one type of use to another by the Admin- 
istrator of Veterans’ Affairs as may be permitted by law and advances in medical 
treatment. 

(4) With the approval of the President and subject to the availability of funds, 
construction to provide beds or hospitals for replacement and modernization or 
to compensate for major geographic shifts in veteran population, all within the 
overall total of 125,000 authorized beds. 

Sincerely, 


Mr. Wuirttier. Thank you very much. 

Mr. Dorn. I might just mention that any of the members who 
have questions on any particular point in Mr. Whittier’s testimony, 
might just break in, and I am sure it is all right with Mr. Whittier. 

Mr. Wuirtier. Yes. 

Mr. Dorn. Go right ahead, Mr. Whittier. 


STATEMENT OF HON. SUMNER G. WHITTIER, ADMINISTRATOR OF 
VETERANS’ AFFAIRS, ACCOMPANIED BY DR. WILLIAM 
MIDDLETON AND DR. IRVING COHEN 


Mr. Wuirtier. I, too, Mr. Chairman, regret that. Mr, Teague is 
not able to be here because it was his very deep interest, as well as 
that of the members of this committec, that had a great deal to do 
with what I think we at the Veterans’ Administration feel is ‘a very 
real milestone in the history of the VA. program, in connection with 
the hospitalization of our Nation’s veterans. 

As you pointed out, I have come here, at your invitation, to explain 
and «discuss with you, as I promised at the conclusion of the hearings 
a year ago, the policy of the President of the United States as it 
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regards the Veterans’ Administration holpital system, and as the 
President set it forth in his letter to the Administrator on February 26, 
1959. 

I cannot express too deeply my gratitude to the honorable chairman, 
for his very deep interest and aggressive action as well as to the 
members of this committee, for the hearings that were conducted in 
this room last July. 

These hearings highlighted the basic problems involved in the 
entire veterans hospital program and were a significant factor in 
bringing about the progress which I am here to discuss with you this 
morning. 

The President of the United States has approved certain recommend- 
ations which the Veterans’ Administration made to him after a very 
careful study and review. The President has set forth a clear-cut 
policy under which we are to operate this vast hospital system, which 
consists at the present time of 171 hospitals and now at an authorized 
level of 125,000 beds. 

The Congress, in its wisdom, has provided by law that the President 
of the United States shall approve all new construction with respect to 
veterans hospitals. 

This procedure is somewhat unique in Federal Government. In 
most other instances, the Congress determines what Federal con- 
struction shall take place or what facilities are to be acquired and 
when it shall be done. 

In the case of veterans hospitals, the Congress has the final approval 
to yo hy gh re the money to provide the facilities authorized by the 
President. 

The law sets forth certain eligibility criteria to be followed by the 
Administrator in providing hospital care for veterans after these 
facilities are established. he law does not define available facilities, 
but it does say that within the limits of available facilities, the Admin- 
istrator may provide hospital care for a veteran with service-connected 
injuries or illnesses and for a veteran with non-service-connected 
injuries or illnesses if he cannot afford to pay for such care, and if a 
bed is available. 

With this background, I should now like to go over with you the 
policies adopted and approved by the President. 

For the convenience of the members of the committee, we have 
placed before each of you a booklet, which has the charts outlined on 
it, and opposite each is a place for you to make any notes that you 
desire to make as you go along. With the permission of the chairman, 
If I may, I shall proceed with these charts. [Indicating]. 

The President has requested no basic change in the present law. 
The President does restate the policy; although the law does not say 
so specifically, it is interpreted to mean that the Veterans’ Adminis- 
tration will hospitalize all service-connected veterans. 

I would just like to repeat what the members of this committee 
know, that no service-connected veterans in America has to wait 24 
7 to get into a VA hospital unless he requests a longer delay him- 
self. 

The VA may hospitalize non-service-connected veterans who are 
unable to pay and “within the limits of the Veterans’ Administration’s 
available facilities.” There arises the problem that causes many of 
the difficulties. 
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The law has never said, and no policy has ever stated, that the VA 
was to take all of the non-service-connected veterans who are unable 
to pay. It has just said that the VA would accept them up to the 
pre pl of available facilities, but the available facilities were never 

efined. 

It led this committee very wisely to ask a pertinent question. The 
committee said, ‘‘How is it you have empty beds in some cases and 
waiting lists in others?”’ 

This new policy, I think, is going to result in a determined effort 
to balance the empty beds with the waiting lists; but without some 
definition of pe mt facilities we would never be able to accomplish 
this. Now this policy attempts to define what the available facilities 
are. 

Mr. Dorn. Mr. Haley. 

Mr. Hauey. Mr. Chairman, if I may, I would like to interrupt 
and ask Mr. Whittier this: 

There seems to be a great deal of misunderstanding on the part of 
the people as a whole in regard to veterans’ non-service-connected 
disability. I am wondering if there is something that the Congress 
could do, something that the Veterans’ Administration could do, and 
something that the various service organizations, such as the American 
Legion, Celgene of Foreign Wars, and so on, could do to actually 
convey to the people that a man with a non-service-connected dis- 
ability is not under the law entitled to many of the things that he 
thinks he is. 

I think this general belief prevails throughout this country and I 
have very frequently had calls from doctors and servicemen stating; 
“Well, Bill Jones is sick and we want to get him immediately into a 
veterans’ hospital,’ and when I say, “Wall, is it service connected?” 
the answer is ‘‘No.”’ 

They seem to be under the impression, all of them, or practically 
all of the people, that just because a man has served in the service of 
his country that he is entitled to immediate hospitalization, and I 
am just wondering what the committee—or what anyone could do, 
to really educate the general public to the effect that these veterans, 
just because they have served in the service, are not automatically 
entitled to many of these benefits which are mentioned here. 

Have you any suggestions as to how or what could be done to really 
educate the people? 

Mr. Wuirtier. Mr. Congressman, I think you raise an excellent 
——— and you have put your finger on an acute problem which 

isturbs a great many people and certainly has disturbed me as Ad- 
ministrator of Veterans’ Affairs. 

You know that I have sent to the chairman of the committee, and 
the other members some of the literature we have tried to design 
as simply as we could, in an effort to do this very thing. 

We have tried, and I think this committee, by these hearings and 
the hearings a year ago, has done a great deal—especially in this area, 
which I think was one of the most confused, of hospitalization—has 
done a great deal to emphasize the difference in the law concerning 
service-connected and non-service-connected veterans. 

We do have one problem, and that is that Congress looks with a 
very jealous eye at anything which is labeled “public information” 
or “public relations,” and VA is limited very severely by law as to 
the number of people it can use to do that. 
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I think that all over the United States for this program with about 
175,000 employees VA is limited to 26 inthat area. But we do attempt 
to do everything we can. We redesigned the VA booklets.. We try 
touse cartoons. We have tried to make television shorts and distribute 
them. We have tried to step up the pace, because we are acutely 
conscious of the very important point you have just raised, sir. 

Mr. Hauey. I realize that not only are you doing a good job, I 
think, in your present position, Mr. Administrator, and are trying to 
do the very best you can, but with additional appropriations for the 

ublic relations people to get this message across, perhaps they could 
be educated to this extent. 

Sometimes these things, or some of these things, are looked at with 
a wary eye, but I think this is something that the American people 
are vitally interested in, and probably there is more information in this 
particular field than in any field I know of, and I am just wondering 
if the Veterans’ organizations themselves should not begin to get on 
the ball and, instead of saying to them ‘‘Go to the veterans’ hospital,” 
just because they are ex-servicemen, I think they ought to begin to 
tell the ex-servicemen what they are entitled to, and what they are 
not entitled to. 

Mr. Wuirtrer. Mr. Chairman and Mr. Congressman, we have 
done a number of things with the veterans’ organizations for they are 
among those who are most deepiy interested. You know, we sum- 
ao the annual report to make it more understandable and 
colorful. 

The number of requests we have had from veterans’ organizations 
for this report indicates their deep interest. They have been makin 
distribution themselves, and distributing our other literature as well 
because of their continuing interest. e try to heighten the attrac- 
tiveness of the exhibits that we show at various veterans’ conventions, 
and, as a matter of fact, the VA won a recent award for having one 
of the very finest of exhibits. 

When I became Administrator, I discovered that the position of 
film editor, the fellow who designs the television shorts, just had not 
been filled for a long time. I wanted to emphasize this public infor- 
mation, in which you are so deeply iueareaeedend I know the other 
members of this committee are as well—so I got a highly qualified 
man to take that position. We must operate within the established 
limits, because there are severe budgetary limits, of course. 

We try to have all of our VA people understand our programs fully. 

As you know, even the fine VA staff that is here on the Hill has 
been asked down to the VA to be briefed. We have tried to brief all 
the people who work for us by means of employee meetings so that 
they fully understand and carry this important message in every 
public contact. We trv to see too that our contact representatives 
are fully informed and have well-designed, well-packaged literature. 

We have really attempted, within the limits that we can, to em- 
phasize the very vital point you make. 

Mr. Hauey. I hope you understand, Mr. Administrator, this is not 
in criticism of your department. 

Mr. Wurrtier. I understand. 

Mr. Havey. It is more a criticism of the veterans’ organizations, 
which, after all, were given charters by the Congress for specific 
purposes, and over a period of many years this idea that a man who 
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has served in the armed services of the United States can automatically 
go into a hospital is just not so, and something should be done, and 
as I say, it is not meant as criticism of your department because 
think you are doing @ marvelous job of what you have. 

If there is any way that this committee can, by additional legisla- 
tion, help you, I certainly would be all for it. 

Mr. Wauirtier. Thank you very much. 

Mr. Dorn. Any further questions from the members of the com- 
mittee on this basic law? 

Mr. Fino. 

Mr. Fino. Mr. Administrator, of the 125,000 authorized beds, 
how many would you say, or what percentage would you say are 
service-connected patients and what percentage are non-service- 
connected patients? 

Mr. Wuirtier. About 40 percent are service connected and 60 
percent nonservice connected. 

Am I right about that, Dr. Middleton? Would that percentage 
be accurate? 

Dr. Mipp.eron. 35 percent are service connected. The service- 
connected with non-service-connected complaints is 8 percent, and 
the remainder are nonservice connected, and represent a majority of 
our admissions. 

Mrs. Rogers. Has the gentleman from New York finished? 

Mr. Fino. Yes. 

Mrs. Rogers. Do you not feel that you ought to exercise a very 
humane and kind procedure in admitting the patients, the veterans, 
to the hospitals, because many of the cases are borderline cases, and 
many of them are mental cases and their families have not been willing 
to say they are mental cases, so it seems to me these men should be 
hospitalized because in many cases, as it develops later, many of them 
become service-connected cases after they have been hospitalized. 
Many of them cannot get into the private hospitals. That is true 
with Massachusetts. 

Mr. Wurrtier. I know of your deep concern in this area, and | 
know of the number of times you have called me, not only about this 
sympathetic approach generally, but in individual cases, and I think 
you know of my own concern in this area. We think it is very im- 
portant. When a veteran comes in he is sick, and because it is kind 
of a frightening experience anyway to come into a hospital, we think 
he should be graciously and sympathetically treated. 

You may know that we did send a team out to look at the Mayo 
Clinie and other places, just to reassure ourselves that. our admission 
treatment procedure was gracious and sympathetic. 

I think it is well known that I attempted, without making myself 
known, as Administrator, to go through that admittance procedure 
at one of our hospitals. As a matter of fact, | wrote afterwards to 
the people who admitted me congratulatory letters, because they were 
so very charming and gracious and sympathetic. 

I visited Hines Hospital in Chicago. I said that above all things 
I wanted to go “bain this VA admittance procedure. This matter 
of admittance is important, because of the initial impact it makes upon 
the veteran. It was suggested that if I went down as Administrator, 
of course everything vod look fine; so, almost impulsively as a result 
of that discussion with some of the hospital’s officials, I went through 
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the procedures anonymously. I used another name, and I was ex- 
traordinarily pleased with the dedication of VA officials, with their 
sympathy and with the kindness at Hines Hospital, and I hope that 
is typical of the VA hospitals every place. 

Mrs. Rogers. They can be kind and yet if they feel they are not 
allowed to admit them they will not admit them. If you follow the 
cases throughout the country, a lot have not been admitted that 
should have been. | 

Mr. Waurrtrer. There are places we do not have the available 
facilities, that is true, and we hope that this new policy will help to 
some extent, at least, to cure those problems. It cannot cure them 
completely, but we hope to,to some extent. 

Mrs. Rocers. It does not help to have a rule to do these things if 
you are not taking care of the veterans. The hospitalization was 
created to take care of the veterans. So many have a great pride 
about going into the hospitals. So many today are not willing to say 
they are practically paupers, to get into the hospital. 

Some of them die because of that. The human equation, | know, 
comes into all of these things, but I hope that the Veterans’ Adminis- 
tration will not be too legalistic in some of these cases. 

Mr. Wutrttirer. We try not tobe. We know that in Massachusetts 
and I am sure, across the country as well, your reputation for gracious- 
ness and sympathetic interest in the veteran is well known. 

Mrs. Rocers. Do not say that, because everyone here is just as 
interested in it as I am and there is a deep public interest in this 
throughout the country. We do want to help. 

Also, medicine is not an exact science. I think the doctors could 
help in that area. I know that medical opinion is not unanimous in 
some cases. 

Thank you. 

Mr. Dorn. Go right ahead, Mr. Whittier. 

Mr. Wuirttier. Mr. Chairman, my predecessor Mr. Higley, who 
certainly was a very great Administrator, and who was equally con- 
cerned about this problem, basically originated the policies that have 
now been adopted. He asked in 1956 for a clear policy statement, as 
many of my predecessors had. He asked for 125,000 authorized beds. 

It was Mr. Higley’s feeling that if he could have that plateau, that 
level within which he could operate, transfer beds where he needed 
them, then he could perhaps solve some of the problems that were 
arising inside of this system which had been designed in 1946 and had 
been built and expanded so very explosively. 

Mr. Higley was very deeply concerned. He felt he had an overall 
mandate, but he felt that some of the fragmentary letters that had 
piled up since 1948, as the commander of the Legion pointed out in 
his appearance here yesterday, were changing what he felt should be 
the basic policy. He felt there was great attrition in the system. 
If he felt that while there were new ede needed in an area, that some 
of the letters stated there could be no new bed construction. If a 
hospital were altered, if a hospital were modernized or totally rebuilt 
as Bedford is being rebuilt, within the envelope, within the sheath 
of the present buildings, and the doctors in the VA felt that there 
should be additional clinical space, which resulted in reduced beds, 
then the VA was not permitted to add those beds. That resulted in 
this constant reduction. 
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This past week, this Monday night, I went to an awards banquet 
where an award was given to Dr. John Barnwell, of the VA, for his 
— contribution to the field of chemotherapy, and tubereu- 
osis. 

As you know, almost miraculously the TB patients are disappearing, 
and Mr. Higley felt, as a result of the exchange of the correspondence, 
that he was not able to convert those beds, that they had to remain 
empty. 

I know in New York State, Mr. Fino, that caused you some concern. 
He felt that he should be free to convert beds, and that policy should 
be clearly and definitely stated. 

This committee felt exactly the same thing and was very deeply 
disturbed and called last years hearings. 

As a result of that, the present policy, | think, has come about, 
with the approval of the President. 

In the letter which you have and which I have, the President sets 
forth a clear policy statement. He has authorized now—and for tue 
first time we know where we stand—125,000 beds, and they are real 
beds; so that the veterans’ organizations, the Members of Congress, 
and anyone else, will know where they stand. 

Now the Administrator will have the right to adjust beds from area 
to area, such as in California or in Florida, where there have been real 
aie in the population, with additional veterans going into those 
states. 

When additional beds are needed the Administrator will have the 
right to recommend them, and they will not be turned down just on 
some policy that says ‘‘There is to be no new bed construction.”’ 

In the last year you know we have added many new beds to Florida. 
The Administrator can now have the right to recommend, without 
danger of being turned down, for this reason, anyway, modernization 
with increased beds. I think we did that in Florida last year, as a 
reversal of that particular restrictive position. 

The Administrator has now, over the President’s signature, the 
right to convert tuberculosis beds if, in the wisdom of the Medical 
Department, the doctors feel that there is a need for treating other 
diseases in that area, so that there is, relatively speaking, a great 
deal of increased freedom. 

I want to point out certain other things. There are certain limita- 
tions, of course. The President has to approve any new construction, 
a wise policy, and any proposals must follow through the budgetary 
process and through final authorization by the Congress. 

Now, the advantages of this system, we feel, are that this is the 
first effort to define clearly what “available facilities” are. It may 
be that the pressures will change, the needs will grow greater or lesser, 
and there may be some necessity for some future Congress, some 
future President, to change all of this, but at least we have a clear and 
definite starting point. 

This, for the first time, combines the many scattered documents, 
the fragmentary policies that Mr. Higley and this committee com- 
plained about, finally combines them over the signature of the Presi- 
dent of the United States. 

In many places—and I think Bedford, in which you, Mrs. Rogers, 
are so deeply interested, is an example—the beds were too close 
together and we felt the beds should be put farther apart. That 
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meant a reducing of beds within thatsheath. We feel that that should 
not be a reason to reduce the number of beds in the system. 

Mrs. Rogers. Of course, as the gentleman knows, that is as the 
result of the renovations in Bedford, and it is unfortunately a very 
heavily populated section. 

Mr. Wurrrier. Well, it is an area with which I am not un- 
acquainted, and you make a perfectly sound point and we hope to stop, 
by this new policy, the reduction of beds because of modernization. 

Mrs. Rogers. You see, there was a delay, unfortunately, in 
renovating that, which, by the way, the Budget pointed out to me. 

Mr. Wuirrier. One other thing we never could have done, I think, 
without. this highlighting, or never could have done comfortably 
without these committee hearings a year ago, but we are now able to 
do it, and that is cut from the statistics, the phantom beds. 

As you know, the Veterans’ Administration took over a large num- 
ber of Army hospitals, old cantonment type, with acres of empty beds 
in isolated sections. Many of those beds are no longer there, but these 
figures have been carried in the statistics and they confused this com- 
mittee very much a year ago. They are highlighted now, so I think 
everyone understands them, so “‘authorized beds’ will no longer be a 
phony statistic. 

VA had another confusing phrase that nobody could understand 
which was, I believe, ‘unavailable for current use” or something to 
that effect. 

This new listing will cut the unused, deteriorating and just non- 
existent armed services beds out of the statistics, so that we will have 
real statistics. 'This new policy will permit the Administrator to 
adjust the system within the 125,000 total. It is a “‘freedom’’ policy, 


a policy of relative freedom, at least, for the Administrator. It will 
permit the closing of old hospitals without the suspicion of cutback in 
the overall system. 

Mrs. Rocrrs. How many additional beds did the veterans’ organi- 


zations ask for above your 125,000? 

Mr. Wuirtrer. It varies with the organization. 1 think the Ameri- 
can Legion, in its appearance here yesterday, is perfectly satisfied with 
the figure. I think they used “operating beds” rather than “‘author- 
ized beds,” That probably means a difference of about 2,000 beds. 

I think the Veterans of Foreign Wars a year ago asked for 130,000 
beds. It varies with different veterans’ organizations who have taken 
different approaches. 

Now, it is not only the number, but the type of beds that affect the 
figures, too, and I will define those in a moment; but I think there is 
one basic fact that the older members of this committee are aware of— 
and I would like to impress upon the newer members—and that is 
that this is a dynamie system. 

When you have this many hospitals, the number of patients will 
change, because for example the load is seasonal. Or you may have 
an epidemic in one area. The demands for changes in beds in this 
system are dynamic. Occasionally there will be old hospitals that are 
obsolete. We want to get them out of the system, yet everybody 

rows concerned even though we want to replace the beds elsewhere. 
he veterans’ organizations locally and nationally protest that some- 
how this is a cutback in the whole system. 
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This new statement will be defining for the first time Federal re- 
sponsibility. No one knew what the responsibility would be. To 
some extent this, I think, broadened Federal responsibility, and 
defined it. 

Now what this policy basically means is, first, protection against 
erosion. 

I think in yesterday’s American Legion appearance, there was some 
review of some of the erosion that had occurred in this system since 
1948, at least in authorized beds. Now, I think that will be stopped 
under this policy. It means that there will be beds for all veterans 
with service-connected disabilities. It means that there will be a 
steadily increasing number of beds for veterans with non-service- 
ew disabilities because the service-connected load is going to 

eciine. 

If we have 125,000 beds and the service-connected group is going 
down, instead of having to move those beds out of the system we 
will be able to put non-service-connected veterans in them, so there 
will be an increase in non-service-connected beds. 

It means as the TB load goes down, the Administrator can convert; 
so we will be able to increase the number of general medical and 
surgical, as well as mental patients in our hospitals. 

Mr. Dorn. Mr. Haley. 

Mr. Hauey. Mr. Administrator, is the NP caseload increasing at a 
rather rapid rate? 

Mr. Wuirtier. I would rather let Dr. Middleton answer that ques- 
tion. I believe the answer is “Yes.” 

Dr. Mippueton. It is increasing slightly, but not as anticipated. 
There has been a sloughing-off of the increase. 

Mr. Hauey. What is the percentage? 

Dr. Mippieton. Every other bed in our system, as every other 
bed in the entire population, is occupied by a NP patient. That is 
a rough generalization, which will answer your question. 

Mr. Hauey. Now, Mr. Administrator, these NP hospitals where 
these men are entered, require more or less a specialized service, do 
they not? 

Mr. Wuirtier. They really do. 

Mr. Hauey. And, actually, in a general medical hospital you really 
do not have the facilities to take care of that, have you? 

Mr. Wurrtrer. I am not sure I understand your question, sir. 

Mr. Hauey. In other words, it takes not only a specialized service, 
but it takes specialized equipment. 

Mr. Wuirtier. That is true. 

Mr. Hauey. And you just could not take an NP patient and put 
him in a general medical bed, could you? 

Mr. Wairtier. I will ask Dr. Cohen to answer that. 

Dr. Conen. The facilities for the care of the psychiatric patient 
are considerably different from that of the care of patients in G. M. & S. 
beds, G. M. &. S. hospitals. However, the experience of previous 
years is somewhat different. Previously, about two out of three 

tients were in so-called lock wards. Today, only one out of three 
is a lock ward. 

Vhe second phase of this, which is of considerable importance in 
response to your question, is that there is a growing trend toward the 
inclusion of psychiatric beds as part of genera] hospitals, for the care 
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of ps chiatric disabilities; and, all across the country in university 
hospitals and in voluntary hospitals they are building sizable units 
for the care of psychiatric patients. 

Mr. Hauey. May I ask the doctor one other question? 

As concerns the NP patient, is it not pretty much the medical 
recommendation that he be in a hospital where he can have frequent 
visits from his family or his friends, more so than in a general hospital? 
Is that part of the recommended treatment? 

Dr. Congn. That is true, sir. This is part and parcel of the reason 
for this trend toward bringing the psychiatric patient back as part of 
the general hospital. The larger percentage of psychiatric patients 
are from urban, metropolitan areas, so the trend is to bring the 
psychiatric bed back into the metropolitan urban centers, closer to 
the patients, where they can still remain in close contact with their 
family. This close contact helps us to get the patient back out of the 
hospital at an earlier date. 

Mr. Haury. Thank you. 

Mr. Dorn. Mr. Adair. 

Mr. Apair. Mr. Chairman, along that same line, I would like to 
ask the Administrator if we could have some round figures with 
respect to TB beds. Dr. Middleton has given some figures on the 
NP beds. Could you give us just a sort of rough estimate as to the 
proportion in the VA system and in publie hospitals, Doctor? 

Dr. Mippueton. The TB load is falling, the country over, and the 
Veterans’ Administration is participating in that decline. 

In 1954 there were 16,195 beds for TB patients in our system. In 
1958 there were 10,250, and Dr. Cohen will tell you that for the year 
1960 we are planning for 9,450 beds. 

/ Dr. Conen. That is right. 

Mr. Aparr. And this quite spectacular decline is due to the new 
growth and new treatments and that sort of thing? 

Dr. Mippteton. I will not take the bows for Dr. Barnwell and his 
division, but, as a matter of fact, the research was aided by the 
Veterans’ Administration, the Armed Forces Cooperative Study, 
which is now the standard for treatment of TB, not only the country 
over, but the world over, in fact. 

Mr. Hauer. Doctor, are the number of TB patients then in non- 
veteran hospitals declining? 

Dr. Mippteron. It is , aS This should not be taken as a 
complete sweep, Mr. Congressman, because the actual incidence of 
TB is declining only very moderately, and almost as many patients 
with TB are being recognized because of these better methods of de- 
tection and treated earlier, treated by more adequate methods, and 
with the availability of anti-TB drugs the beds are being released, 
and these patients are maintained on ambulatory treatment bases. 

Mr. Hatey. Finally, is it anticipated that this decline is likely to 
continue? Is that part of your hospital plan? 

Dr. Mippteton. There is a projected decline that will go through 
1965 and then with the aging population it is believed there will be 
a slight increase. It will never be a précipitous increase, but there 
are a number of conditioning factors that I might go into, such as 
resistant bacteria, that is, resistant TB bacilli, and the noneffective 
treatment at home, the inability to keep controls over the older age 
group that are now afflicted with TB. 
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Mrs. Rocers. This is not on the subject of TB but rather on 
another disease which I think probably is on the increase. 

Am I correct, Dr. Middleton, in believing that there are more 
diabetics, discovered diabetics, than ever before? 

Dr. MippietTon. Yes. The increasing age of the population will 
reflect itself always in an increase in the adult type of diabetes. The 
early type, the juvenile type, is not increasing, but the adult type is 
increasing perceptibly. 

Mrs. Rogers. It seems to me, Dr. Middleton—and I hope you will 
— with me—that the ratings for the diabetic are pitifully low. 

eir expenses are terribly high because they have to have special 
food and special diets and rest and other special conditions, and yet 
they get pitifully small amounts in the way of compensation. 

Could you comment on that? 

I think the Administrator can answer that. I feel very strongly, 
because I have seen so many of these cases where they cannot buy the 
necessary food or keep up with their diet and then they become more 
and more illl. 

Mr. Wuirtier. You mean outside of the hospitals? 

Mrs. Rocers. Some of them in the hospitals. 

Mr. Wurrtrer. In the hospitals we feed them. I have been through 
the feeding lines. There are different systems, and they have to have 
special diets, but we underwrite that total cost. 

Mrs. Rocers. Well, on the outside, it seems to me they need even 
more help, where they have to buy all of their own food. 

Mr. aren: You mean the disability ratings? 


Mrs. Rocers. Yes, disability ratings. Many of your diabetics 


have to go into the hospitals because they cannot afford the proper 
food and consequently grow worse and then die. It seems to me to 
be entirely a rating question. 

Mr. Wuirttier. Well, it is not a matter that I have had any com- 
laints about, and I have not had occasion to examine it, Mrs. Rogers, 
ut we certainly would be very glad to look into it. If there is a 

need, and if it is properly possible to recommend some changes, we 
will do that. 

Mrs. Rocers. You would do that without legislation? 

Mr. Wuirtier. I am not sure. 

Mrs. Rogers. Of course, it costs less to take care of them in the 
hospitals. That is where they have to go. 

Mr. Wuirtier. Yes. 

Mr. Dorn. Mr. Teague. 

Mr. Teacvue of California. I just wanted to ask if these diabetics 
are service connected or nonservice connected? 

Dr. Mipp.Leton. Some are service connected and those can be 
treated at the outpatient clinics to the point which Mrs. Rogers was 
directing her comment, and the nonservice ones can only be taken 
care of in the hospitals. 

Mr. Wuirttier. This program will permit greater flexibility in lo- 
ae beds where the need is greatest. A very important feature is, 
it will give us a predictable hospital program for the years ahead. 

As you know, the system has grown explosively since 1946. A tre- 
mendous number of veterans came back then. It will permit us to 
do some sound planning. We think it will permit us to improve the 
quality of care. 
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The time has come for a thorough and detailed examination in the 
areas of modernization, the areas of maintenance, and the areas of 
staffing, to make sure that those we have are brought up to or main- 
tained at a level of top care in America. This policy will permit better 
lans. 

; As an example of what I mean, if you are never sure of whether a 
hospital is going down or up in its number of beds, some doctors whom 
we might desire to recruit may, out of uncertainty, not come to VA. 
Now this will give us areas of greater certainty where we can plan 
ahead. What this policy means is Presidential support, and I think 
this is as important as anything I shall say here this morning, this 
means Presidential support of the VA hospital system for the service 
connected and for the nonservice connected at the level of 125,000 
authorized beds. 

Although this is not directly concered as part of the new policy, I 
think I will introduce another item because Congressman Mitchell 
had come down and talked with the Deputy a year ago, and had tried 
to work this out, and now it has happened to culminate at exactly this 
time, and the President did include it in his letter. 

Among the hospitals the VA took over was one in Dublin, Ga., in 
1946. 

Unlike many of the hospitals that VA-took over that were of tem- 
orary construction and where the beds had in actuality disappeared, 
ublin was a rather fine hospital. VA has wanted to use it. e sent 

Dr. Quinn there, who was brilliantly able to recruit up to a certain 
level, but that still left a great many empty beds largely because VA 
was unable to recruit more professional staff. Mr. Mitchell and others 
of the Georgia delegation were concerned, but Congressman Mitchell 
particularly came down as a member of this committee, and met with 
us a a of times and we have been able to work out something 
sound, 

We shall open 500 domiciliary beds in good space there, because 
we do not have to have the same medical staffing. We Jo not have 
to recruit as large a medical staff for domiciliaries, and in that area 
recruitment is very, very difficult, and that was the thing that had 
really limited us. We think the domiciliary has solved that problem 
of bed use. 

I know that the Congressman has some further suggestions for beds 
in Georgia, but at least this is a tremendous step forward. 

Mr. Dorn. Any questions, Mr. Mitchell? 

Mr. MircueE .t. I will have some questions later. 

Mr. Dorn. All right. Go ahead, Mr. Whittier. 

Mr. Warrtier. Now I think that this next is very important con- 
cerning these definitions. I know the chairman and other members 
are acquainted with them, but I would like to review them. 

What do we mean when we say, “125,000 authorized beds”? What 
are “authorized beds”? 

“Authorized bed capacity; total beds Presidentially approved for 
hospital care, current and future.” 

Let’s say there were no hospital system at all, and we were going 
to design one, and the Administrator of Veterans’ Affairs or the chair- 
man of this committee sat down with the President and decided that 
125,000 was the correct total, then that would mean 125,000 beds had 
ae authorized by the President, even though not one had been 

ilt. 
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Let us assume that one hospital of 1,000 beds was built. That 
would be 1,000 beds actually constructed and 124,000 yet to be built, 
— total of 1,000 plus the 124,000 would still be 125,000 authorized 

s. 

The fact is that we have about 123,000 beds actually in the system, 
and 2,000 approved for the future. So the total of the beds we 
actually have plus those approved by the President for opening in 
the future in two hospitals—one of which is in Cleveland and one in 
California—for future construction, adds up to the 125,000. Author- 
ized beds, are the total beds approved by the President for inpatient 
care, current, now in use, and those to come into the system in the 
future. 

RATED BED CAPACITY 


This is very important. When I was before you a year ago I did 
not use “authorized bed capacity’’ only because we were dealing with 
a number of other beds at that time and I did introduce all of these 
other definitions that then seemed essential and gave you a list of 
the ‘rated bed capacity” in the hospital system at that time. 

The rated bed capacity is the current total of inpatient beds used 
and unused in the system. These are the beds we do have. A great 
many of them we use, but there are some we do not use. Why are 
there any beds out of use in the system? 

Well, sometimes we have wards where there is a lack of patients, 
for example, Dublin, Ga. It was in a remote area. We were just 
not able to recruit personnel because the hospital is in a very remote 
area, 

Sometimes whole wards go out because of painting and mainte- 
nance. Sometimes a hospital is in the process of activation. We 
may build a thousand-bed hospital and open it one ward at a time, 
100 beds at a time, and that leaves many not vet opened, but which 
are still within our rated bed capacity. 

The rated bed capacity then, is the beds that we have being used 
and those that we have in the system that are unused. Take that 
number of beds and add those to the beds that are approved for 
future construction and use, and you have then the authorized bed 
capacity. 

his ‘‘Rated bed capacity’’ [indicating on chart} is just a portion 
of this “Authorized beds’’ 


OPERATING BEDS 


These are the beds that are actually in active service and available 
for immediate use. We have the beds and sheets and pillows and 
the table beside the beds, and the doctors and nurses, and the beds 
are available. These are in the system in active service. 

There is an additional confusing point. Those of you who are 
familiar with the medical service understand that no hospital ideally 
uses 100 percent of its cperating beds. Sometimes one patient during 
his stay will need more than one bed. . There are many reasons why 
some beds are not used, partly because the load is seasonal. Ideally, 
I think the medical profession recommends between 85 and 92 per- 
cent of bed capacity use in a hospital. 

So we have “authorized bed capacity,’ ‘rated bed capacity,” and 
“operating beds.” These operating beds are the ones actually in use. 
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This “rated bed capacity’ [indicating] is the total number of beds 
in the system, but some of them are not used because we have not 
been able to reeruit the personnel, or we lack the patients. 

This [indicating] ‘authorized bed” phrase means all of these beds, 
plus those that are approved for the future. You have to live with 
this for a little while to understand it. 

We used to come down—or some prior Administrator came down 
before the Appropriations Committee, and he used to try to explain 
all of this and Congress would say to him—and rightfully so—‘‘Well, 
you talk about beds, but they are not all filled. We want to know 
how many patients or veterans are you really taking care of. That is 
the figure that we are interested in.” 

As a result of that, one of our doctors worked out the ADPL with 
the committee, the average daily patient load. That is the average 
number of patients in the hospitals. on any day in a 12-month period. 

What we do is count all of the patients in our hospitals every single 
day, and at the end of the year we have 365 totals. 

We add these together and divide by 365 and get the average num- 
ber in the hospitals per day. So we used that figure. It bothers our 
managers very prt 4 and we are looking for a new formula, but this 
is the best we now have to answer the questions to Congress concerning 
patients taken care of. 

Mr. Dorn. Mr. Quigley. 

Mr. ee For 1958, what was your average day? 

Mr. Wuirriser. About 111,000 in round figures, 

Mr. 111,000? 

Mr. Wurrtrer. It has increased. I do want to point out to the 
members of this committee that yesterday Mr. Moore stated—and I 
again will reiterate it—the number of beds that were one time ap- 
proved have come down greatly since 1948. The actual beds in the 
system have gone up, the operating beds in the system have gone up, 
and the average daily patient load has gone up. All three of these 
have gone in the upward direction since 1946, as you can imagine 
because of the tremendous demand since 1946. It is the authoriza- 
tion, the plans, that have come down, and we hope, by this policy, 
to stop that. 

Mrs. Rogers. May I make a statement there, Mr. Administrator? 

I would like to express my deep appreciation to Dr. Middleton for 
his fight against the Medical Association when they were stealing 
things from the Veterans’ Administration, and also compliment him 
and very fine dedicated staff. 

I might also, since I might have to leave, express my appreciation 
to the Veterans’ Administration and all of the fine dedicated persons 
in that organization. I do not agree with all of them, but to date, 
you have a very dedicated group. 

Mr. Wuirtisr. I certainly want to express, for the Medical Depart- 
ment, and as Administrator I guess | may speak for them, my per- 
sonal appreciation, but this is a program that I think was originally 
designed with Dr. Middleton and with Mr. Higley, before I came, 
and they, of course, are just delighted with what this committee, with 
the President’s cooperation, has been able to work out. The doctors 
think it is a great victory, and they want to express their appreciation 
and, if I may speak for them as Administrator, they are just delighted. 

Mrs. Roacers. I know the President expressed that he did not want 
any cuts in respect to veterans. 
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Mr. Wuirtrer. That is exactly right. I think his signature over 
this letter indicates that. 

I do not know whether to introduce this long list of hospitals and 
bed totals, but if you desire, it may be put in, because I want to make 
sure that nothing is left out. 

We counted all of the real beds in the system. We made some 
changes from the list of rated beds that we gave you a year ago, and 
it is hard to translate, but in order that the committee might under- 
stand—and others who are interested—I tried to compile them. 

If you want me to go through this, I have tried to list the exact 
number of phantom beds we have taken out of the system totals. 
Now, I have tried to list any hospital where even in the past few years 
there have been changes, so that you would know and understand 
in detail, but this further testimony is entirely up to vou, sir. You 
have the figures available to you. 

Mr. Dorn. Thank you, Mr. Whittier, but we will push on with 
any other thing you have in mind. 

r. Wurrrier. Basically, then, that is a summary of my presenta- 
tion. 

Mr. Dorn. Could you say, Mr. Administrator, that this new policy 
will work out better in regard to dealing with the Budget Bureau? 

Unequivocably, it looks to me like it should help us a little bit. 

Mr. Wurrttier. I do want to point out that the Bureau did work 
with us in working this out. I also want to point out that although 
in some areas this gives the Administrator great freedom, it does not 
totally free him. herever there is a dollar to be spent, there must 
then follow the usual processes through the Bureau of the Budget, 
the Presidential signature, and then coming down for a hearing with 
Congress before both branches, and then your vote. 

Mr. Dorn. But to the extent that it does free you, Mr. Admin- 
istrator, it is a welcome policy, I am sure. 

Mr. Warrier. I think the chairman of this committee, and Mr. 
Higley and Dr. Middleton, have in great part realized that, and the 
have every right to be very pleased with what they have accomplished. 

Mr. Dorn. Mr. Dulski. 

When yov speak of authorized beds does that include any beds that 
are rented out, I will say? Iam talking about a particular place, such 
as in Buffalo. I know you have such institutions. Is that included 
in the system? 

Mr. Warrrrer. No, sir; T am glad you asked that. I meant to 
bring that up. 

There are two sets of beds. The 111,000 patients are within the 
125,000 beds authorized, but this is only the VA-authorized system, 
and does not include the 17,000 people in domiciliaries, the 500 beds 
that Mr. Mitchell and Mrs. Blitch and others were so iaterested in. 
This is 125,000 beds in VA hospitals only. There are 17,000 domicili- 
ary places on top of that. There are many others that VA supports, 
that are in private hospitals or in public hospitals, non-VA. There 
are some in State homes. 

Mr. John Quigley, the commandant of the Chelsea, Mass., State 
hospital, is here. Many of the State patients are supported by VA. 
We have a daily patient load, which if you include all of those I’ve 
listed is in the neighborhood of 140,000, so it is much larger and much 
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more extensive. Iam glad you gave me a chance to put that on the 
record, because I did not explain it, and I had meant to. 

Mr. Dorn. Mr. Flynn. 

Mr. Fiynxn. No questions. 

Mr. Dorn. Mr. Black. 

Mr. Suack. No questions. 

Mr. Dorn. Mr. Everett. 

Mr. Everett. No questions. 

Mr. Dorn. Mr. Mitchell. 

Mr. Wuirtier. I can almost anticipate his question. 

Mr. Mircueu. I hope that you can, because it will be a compli- 
mentary statement. 

Certainly, I think this is a major step and I am most happy—and I 
know that each member of the committee is happy—that this new 
program and your policy is going to be placed into effect. It is 
certainly something that will benefit all of the veterans of the Nation 
and you and all others, including our chairman and Dr. Middleton, 
and all who have had a part in it, certainly should be congratulated ; 
and I want to congratulate you in being a part of that team. 

Further, I want to congratulate your entire team of medics, through 
you, Mr. Administrator, for their research insofar as tuberculosis is 
concerned. I feel that what has been accomplished certainly is 
positive evidence of the fact that the Veterans’ Administration should 
remain in the research field, and I think that that can be pointed out 
at any time the crities come forward. 

Now I want further, Mr. Administrator, to congratulate you and 
ome Administration for making full use of the facilities at 

ublin. 

Now, as you pointed out, it is a splendid hospital, and although these 
will be domiciliary beds, certainly I think that you are not only helping 
the veterans of Georgia but helping the veterans of the entire country 
eh Veterans’ Administration itself, by making full use of this 
acility. 

I would like to get into the record—because I think it should be 
made clear—the effect that the transfer of domiciliary patients will 
have, insofar as the situation in Georgia is concerned. I am not just 
concerned with hospital beds for veterans cf Georgia, but there was a 
chart concerning Dublin. We might as well go into it at this time. 

Now, is it not true that of the 500 beds that will be opened in 
Dublin, some 496 will be veterans that are now domiciled in a facility 
at Dayton? 

Mr. Wuirritr. That is true. 

I think, Mr. Congressman, you raised a good point, and I certainly 
would like to get it on the record, that I think this is a tremendous 
step forward. 

Mr. Mircuenu. May I say I agree with you. 

Mr. Wuirrtrer. But I also would like to say that it is only the 
beginning. Now comes the further test. 

ne part of this responsibility, one part of this program, is the 
imposing of a great responsibility on the Administrator to adjust 
these beds, and we are making a study in that area. Now comes the 
test as to whether we can meet the demands, and one of them, of 
course, is in Georgia. 
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These are domiciliary beds. We do have other demands, and we 
are making a study of that area, as well as the other areas, to find 
out where the pressures are real, and you in Georgia certainly have 
some; there is no doubt about it. 

Mr. Mircue tu. In that connection, Mr. Administrator—and you 
may ask Dr. Middleton to answer this question—but I would like 
the record to show what the effect of the transfer of these domiciliary 
patients will have on existing G. M. & S. and NP facilities in Georgia? 

Dr. Mipp.eton. It will increase them. Actually, it does not give 
relief to G.M. & S. and NP beds. 

Mr. Mircuexu. In other words, Doctor, it actually makes the situa- 
tion in Georgia insofar as G.M. & S. and NP beds are concerned, more 
acute than before? 

Dr. Mippteron. Actually, it utilized the space that has been wasted 
in the past, but you do not gain beds for Georgia. 

Mr. Wuirrtier. I would like to add one thing on ‘‘new beds.”’ 

As part of this policy, we did add 114 new beds to Florida, which I 
think is important. Also, we do keep our figures by States, because 
Congress desires us to do that, but we do not always consider actually, 
internally, administrative beds that way. It is by area rather than 
by States, really, and Georgia and Florida are tied together, and there 
are pressures in both places. 

r. Mrrewe.u. In asking these questions I hope you will not con- 
sider that I am being critical of what you have done at Dublin. | 
certainly am not. I think it was certainly a wise move, but I did 
want to document the Veterans’ Administration’s thinking concerning 
the situation as it exists in Georgia. " 

Now, since you brought this up yourself, Mr. Administrator, this 
pointing out chat Dublin is a remote area, I am glad that you did 
not use the word ‘uncivilized.’ 

Mr. Wuirtier. That was used only comparatively, sir, with the 
rest of Georgia, because, of course, it is so much more heavily popu- 
lated. It was just a matter of comparison, sir. I have a standi 
invitation, which | am going to accept one day, to come down an 
visit your State. 

Mr. Mrircnety. We want you to do that. 

Now, can you point this out to me: this is something that has 
reoccurred time and time again and there has been quite an argument 
in the committee hearings concerning the availability of doctors or the 
ability to recruit them for this Dublin facility, and you used this very 
same illustration again, Mr. Administrator, today. 

Mr. _ 

Mr. Mitcue .t. I, just about 3 or 4 weeks ago, wrote you a letter 
concerning a report that I had, and this was without the Veterans’ 
Administration, no one at the Dublin facility gave me this information, 
a report that there were two doctors ready and available to join the 
— at Dublin and that funds were denied for the hiring of these 

octors. 

Now, I go back to the hearings last year where we received assur- 
ance from you that if doctors could be had for hiring at Dublin, that 
the money would be made available. 

I ask you that question, whether or not it was true. 
Mr. Wurrrier. Let me make this statement 
Mr. Mircue.u. Let me finish my question, first. 
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Mr. Wurrrter. Surely. 
Mr. Mircue.u. The letter was referred to Dr. Middleton and I 
received back an excellent letter, Doctor. As yet, I fail to understand 
just what it says, but it did not answer that question. Since this was 
rought out, I would like to know if that is true? 

Dr. Mrippieton. Mr. Congressman, of course, the Manager has an 
annual dollar allocation that he allots to the various categories which 
his stations need, according to the quarters, and it so happens that 
Dr. Quinn told me, when I was down there 5 weeks ago, that he was 
not able to buy these physicians at that time; so, as you see, he had 
committed his moneys for other purposes. 

Mr. Mrrcnett. I see, Doctor, but the point I would like to get in 
the record, if it is true, is that there were two doctors, and of course 
| understand your position that he did not have the money available 
under his quota or allotment, but there were two doctors ready, will- 
ing and able, to come to Dublin if the money was there? 

r. Mrippteron. That is correct. 

Mr. Wurrrrer. I had put that on the record, Mr. Congressman. 
I told you, at this place last year, if the money was available, the 
Veterans’ Administration would employ them. I will certainly reex- 
amine that. I did not happen to see your letter. 

Ae Mrrcue.t. I would appreciate it personally if you would do 
that. 

Mr. Wuirrrer. I made a commitment to you, sir, here, and I will 
reexamine your request. 

Mr. Mrrcnett. Now, you mentioned the testimony of the national 
commander of the American Legion, Preston Moore, before the com- 
mittee yesterday. 

I was interested—as I am sure you were—with what he had to say 
coneerning the hospital situation. 

Commander Moore, in his statement, stated that at the end of 
January the rated bed capacity was reduced to 123,667 beds. Now, 
is that accurate? 

Mr. Wuirrrer. Mr. Congressman, if we get into this business of 
a of beds and statistical lists of beds, it will be tremendously 
involved. 

I did make available to you and to the Legion all of these statistics. 
I would rather limit my remarks to the general situation, and say 
that in many areas I certainly agree with what they say, that there 
has been a great attrition in these beds. As a matter of fact, Mr. 
Moore said that the point is that while there has been a steady de- 
cline since 1948 in the number of authorized beds, the VA has reported 
that the number of applicants for hospitalization was on the increase. 

I think that that is his basic summary of the situation, and I must 
agree with that. 

Mr. Mrrcuet, That is not precisely the point. Let me go ahead 
and give you other figures and you will see the point which I would 
like you to clear iy my mind. 

Mr. Wuirrrer. Yes. 

Mr. Mircue.u. He makes that statement, and then he says that 
this indicates a reduction of 4,170 in the rated bed capacity. e notes 
that you enumerate that from this base which he gave that you are 
adding to that 123,000-odd beds, new beds, in the sum of 5,500 ap- 
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proximately. He then says that that would raise the total beds to 
129,167. 


Now he makes the point that if we are going to have a limit of 
125,000, that apparently with the addition of these new 5,500, or the 
addition of 5,500 new beds, that would of necessity eliminate 4,167 
existing beds today. Do you follow that? 

Mr. Wurrtier. I follow that, sir, and those are Veterans’ Adminis. 
tration figures which we gave to him. There is a validity to that 

ition. 

I would like to point this out again without going into figures. 
You must realize that what comes under these totals involves a 
tremendous amount of figures, and, remember, there is always a 

roblem when you go from rated capacity to authorized beds, which 
is part of the difficulty, and we introduced it. It says, or Mr: Moore 
says—and these are VA figures he is using—there are 123,667 beds. 
That comes about as a reduction of the phantom beds, which the 
committee understands. 

There are two hospitals with 1,000 beds each, to come into the 
system and be added in the future, 1,000 beds in California and 1,000 
in Ohio, and if you add 2,000 to the figure of 123,667 are you not 
reducing the system by 4,167 beds? 

I think that is Mr. Moore’s question, and the answer is: “‘No, we 
are not.” 

That is the very point I mean to make. Those beds were reduced 
before the President’s announcement. This goes back some time, 
and we have an interim period where we are counting some of them 
in the system. Perhaps I can show you best with these statistics 
[indicating on chart], if I may. ; 

The danger is that I Seredaoed a specific hospital, but if we do get 
into individual hospitals further that will give us this difficulty of 
explanation. Let me point out that these are the phantom beds we 
are cutting from the system, and there will be an interim period when 
beds in some old hospitals will be counted till new hospitals are built. 
We are building new hospitals, we are modernizing, which is basically 
rebuilding the hospitals, and there is an interim period, when the 
larger totals in the old hospitals will be counted. 

he eventual authorized levels that the President has approved 
in that total are the actual beds that we are really going to need at 
that place. 

This is difficult to explain, and possibly my desire to put all of the 
figures on the record may have resulted in some confusion, but I 
would rather err on the side of trying to give you too much information 
than to be accused of attempting to conceal something, which I did 
not want to do. 

Mr. Mircue.y. Let me ask you this: We have, under the new 
policy, a maximum of 125,000 beds, which, to this point, is certainly 
progress. 

Now if we are going to have these actual beds and add these new 
beds to the existing 125,000, if we stay within that limit, of necessity 
there must be some reduction somewhere, is that not correct? I mean, 
in existiag facilities now? 

Mr. Wuirtrer. There will be no reductions that are not absolutely 
medically warranted, or for reasons of deterioration. Otherwise there 
will not be a reduction of a single bed from this day forward—not a 
single bed. 
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Mr. Mitcue.u. From this day forward, even as new facilities are 


added? 
Mr. Wuirrier. Even as the new facilities are added to this system, 


but there is an interim total that we are using. 4 

Let me take an example of one hospital. Supposing it is a 1,000 ~ 
bed hospital, we are in the process of construction; and the plans have 
been made on the hospital. 7% 

Let us take Topeka, Kans., which might be a good example. The 
noe is actually built. be 

hen we built the new hospital about 250 beds were reduced in the 
new building. I dedicated it last August, but when I gave you my 
figures in June of last year we had the old total. The patients had not 
vet transferred. 

So, there is an interim period when older totals will be used. The 
poate here is that we try to relate the figures that this committee 
ad a year ago with the new total. There is an interim period where 
we still count some beds up to the completion of new construction 
before we get finally to the list that the President has approved, but 
the fact is—and this is the important point—there will be no reduction, 
that there will not be the reduction of one single bed other than those 
agreed to some time ago, and where construction is either underway 
or drawn. 93 

s a matter of fact, since about the time 1 became Administrator, 
you know that individually those policies were reversed. You know 
that since that time there have been substantial increases. You know 
that in Bay Pines, Fla., we added 350, and at Coral Gables, we added 
359. 

We added just in this announcement, 114 at Lake City, Fla. When 
Washington, D.C., is constructed, it will have 165 more beds, and 
Wood, Wis., will have some more. The basic fact is, in trying to 
summarize, and not getting into this numbers game back and forth, 
that there will be no beds cut beyond the old agreements that con- 
cerned this committee a year ago. The confusion is possibly my 
fault, but I wanted to relate the totals given you at last year’s hear- 
ings to the President’s approved list and in an effort to translate those 
figures, I think I may have caused some confusion, but the fact is 
there will be no beds cut out of this system below the figures that 
have been given. 

Mr. Dorn. Just a minute, Mr. Administrator. There will be no 
beds, but what about hospitals? Do you mean that some hospitals 
might be closed? 

r. Wurrtter. There will be no hospitals cut out of the system in 
toto. There may be, for example, in some State, without naming 
any, a decline in patient load, the situation where everybody might 
decide beds should be transferred to Florida or California, Mr. Teague. 

Mr. Tracue of California. We have too many people out there. 

Mr. Wurrtier. Well, Mr. Haley wants to send them to his State. 

Mr. Tracue of California. Let them go to Florida. We have too 
many people in California. 

Mr. Wurrtier. Or to Georgia. The load might disappear in one 
oo and 4 7 in another. There might be a TB hospital of 1,000 

ds and the TB load simply disappears, and this in an old, deteriorated 
hospital. Then we would rather build a new hospital in Florida, a new 
location. This is the right of transfer. There will be new hospitals. 
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Mr. Mircue.. Is that not part of the new authority that has been 
given to you—to transfer? 


Mr. Waurrtrer. Exactly. 

Mr. Mircue.t. | think that the chairman was pressing the point ibid 
that I was trying to convey to you, that you are committed to a 125,000 148 hosp 
bed limit. : 

Now what I was attempting to ask you was: That in order to stay 
within that limit, as you add new beds it will be necessary for you, in ated 
different areas throughout the country, where it can be done, to p | wo 
reduce the number of beds in those facilities? 

Mr. Warrtier. The answer is ‘Yes, sir.”’ 3 hospi 
Mr. ircHELL. And there may be occasions you will do it with the 

ospitals. 

Mr. Wauirtier. The transfer would be to meet the needs _ It 
might be that we would close a hospital in one place and build the Th 
same number of beds some place else. We might close a 1,000-bed rated 
hospital if the need were to disappear completely, if there were no capa 
waiting list, and then build two 500-bed hospitals elsewhere. There — 
are many possibilities. 

The point is: this is a tremendous responsibility you have given 
to the Administrator. I have to really stand up on this, and | 
recognize the great responsibility involved, to try to adjust this 
System to meet the needs of the System, and that is the second step. Bon 

Mr. MircHe.u. But it gives a flexibility that the program did not 
have before., 

Mr. Wuittier. Yes. We achieved what this committee desired, ee 
I think. 

Mr. Mircuetyi. Mr. Administrator, considering the presentation Cleve 
made by the national commander of the American Legion concerning Sa 
this particular point, would you file a response, that will explain the Mow 
VA’s position, with the committee? I think that would be of tre- Oakh 
mendous interest to all members. Tom 

Mr. Waurttier. I would be very pleased to file that explanation. = 
I do not want to appear in controversy with the American Legion, Bay 
because I think that they, too, appreciate what has here been gained. ony 

Mr. MircuHe.u. I do not intend that to cause any amount of = 
controversy, but for information, only. Was 

Mr. Wuirttier. I certainly will make that information available ne 
to you. sanded 

(The material referred to follows:) 

Bep 30, 1958, To JaNuARY 31, 1959 

The difference between the rated capacity on June 30, 1958, of 127,832 and 
the rated capacity on January 31, 1959, of 123,667 is 4,165. In addition to the 
2,965 “‘phantom beds’’ which were dropped, the following adjustments account sh 
for the loss of the other 1,200 beds. 
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Difference in rated capacity, June 30, 1958, lo Jan. 31, 1959 


Adjustment 


Hospital 


Number of 
beds 


—2,965 | Phantom beds eliminated. 

—452 | Thomas (TB) building closed; other bed space previously 
converted to other use dropped from records. 

44 ds —239 | Old of 1,250 beds closed; new hospital, 1,011 beds, 
opened. 

—211 | TB hospital closed. 

19 —343 resulting from use of space for other 
activities. 


Bep CuHances JANUARY 31, 1959, TO AuTHORIZED Bep Capacity 


The following table lists the adjustments (reductions and additions) te the 
rated capacity of 123,667 on January 31, 1959, to arrive at the authorized bed 
capacity ot 125,000 as of February 26, 1959. 


Reductions 
in capacity 
Rated resulting | Additions by Total 
Hospital capacity from new authorized 
Jan, 31, 1959 | moderniza- | constr 
tion and 
135 various hospitals. . .............-..-...-.-.. 93, 848 0 0 93, 848 
Cleveland (GM). 827 27 0 800 
Martinsburg. .- 900 135 0 765 
Memphis. . 1, 378 378 0 1, 000 
Mountain Home. 575 20 0 555 
1, 953 102 0 1, 851 
6 hospitals (minor space adjustments) -......... 2, 541 79 0 2, 462 
Cleveland (N P) 0 0 1, 000 1, 000 
Coral Gables 450 0 350 800 
Lake City.......- 354 0 114 468 
Palo Alto. 1, 400 0 1,000 2, 400 
Dad 1, 233 0 17 1, 250 
11 hospitals (minor space adjustments)... .._... 9, 418 0 273 9, 691 


Mr. Dorn. Mr. Saylor. 
Mr. Sartor. Mr. Secretary—— 

Mr. Wurrtier. Thank you for the promotion. 

Mr. Sartor. We always like to promote you. [I still think vou 
should be of Cabinet level. 

Mr. Wuirtrrer. The President has been nice enough to invite me 
into Cabinet meetings when there were matters that involved the 
Veterans’ Administration. 

Mr. Hatey. Watch out, Mr. Administrator. When he starts like 
that you had better watch out for the sharp knife. 

Mr. Wuirtier. Mr. Saylor and I are very old friends. 

Mr. Sartor. It is my understanding, from a review of the hospital 
patient policy which you have outlined to us, that you have attempted 
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to clear up many of the reasons that caused the Veterans’ Administra- 
tion and this committee to be at odds in prior years; am I correct? 

Mr. Wuirtier. That is absolutely true, sir. 

Mr. Sartor. You are attempting now to bring out a policy so that 
everyone will understand what the situation is with regard to the 
beds under your administration? 

Mr. Wuirtier. That, sir, is right. 

Mr. Saytor. And I gather that this report which you have made to 
us has the full cooperation of the President? 

Mr. Wurrtier. It has the signature of the President, sir. 

Mr. Sayutor. And that, as a result of it, the Veterans’ Administra- 
tion will hospitalize every service-connected veteran anywhere within 
the jurisdiction of the Veterans’ Administration? 

Mr. Wuirtter. The President so clearly states, sir, more clearly 
than the law. 

Mr. Sayuor. And that those who have a non-service-connected dis- 
ability and are unable to pay will be taken care of within the capacity 
of the various institutions and hospitals throughout the United States? 

Mr. Wuirtier. The Congressman is absolutely correct, and it will 
not only support the non-service-connected veteran within the level 
of 125,000 beds, but because the service-connected load is going down 
it will result in an increase in nonservice connected in the future. 

Mr. Sayuor. If it would be possible then, would you say that today 
the President signed this order to mark the line of demarcation of 
terms, and that from here on out we should use the terms that you 
have specified in your report, and that the President used in his re- 
port, rather than the terms that were used by the Veterans’ Adminis- 
tration in prior reports” 

Mr. Wuirtier. Sir, I was appointed by the President of the United 
States, and if he signs a letter to me, I consider that the delegation of 
authority to me, and I shall certainly follow his policies. 

Mr. Sayuor. That is all. 

Mr. Dorn. Thank you, Mr. Saylor. 

Mr. George. 

Mr. Georcex | was about to ask him if he did not write that letter” 

Mr. Wuirtier..No, sir. 

Mr. Gzorce. I enjoyed your presentation very much. You are 
doing an excellent jobNfrom what I understand. 

Some day I would like.someone to explain to me how you arrive 
at your disability ratings and service-connected disability. I do not 
want you to say anything about it now. I just wanted to say that 
I enjoyed your presentation very much. 

Mr. Wuirtier. Thank you. 

Mr. Dorn. Mr. Haley. 

Mr. Hatey. I do not think I have any further questions. How- 
ever, I do want to commend the present Administrator of the VA for 
the realistic manner in which he approached what I consider to be 
one of the great responsibilities of our Government. I am very 
happy to see that you have arrived at a point where the VA is getting 
a policy proposition here; in other words, a long-range planning pro- 

ram, and where you also have, you might say, the flexibility to shift 
ds where they are needed. I think that that has been one of the 
things which has disrupted, you might say, to some extent, the full 
utilization of the beds that have been provided, and with the shifts 
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in population that we have in’ this ‘country*today, I think this is a 
realistic approach to what I consider has been one of the very serious 
weaknesses of the veterans’ program, to get the beds where they are 
needed and where a long-range planning program would indicate that 
they will be needed in the future. 

I think that if the VA had had that responsibility and that au- 
thority in the original instance, and had not “built beds just where 
Jim Haley is a Congressman” or where somebody else might want 
them, but where you thought and the Veterans’ Administration found 
that they would be needed, I think that we would have had a much 
better system today. 

I want to again commend you and your staff for getting down to 
what I think is the real crux of this aliens I think you are doing a 
wonderful job. 

Mr. Wurrrier. Thank you. 

Mr. Dorn. Any further questions? 

Mr. Mircuet. I have just one brief comment, Mr. Chairman. 

| think a comparison of your appearance here today and in July is 
testimony itself to the fact that some progress has been made, and I 
again want to congratulate you and all those responsible for the pro- 

ram. 

- Mr. Wuirtisr. | think the committee can take credit there for 
that. You have done a great deal of work individually and collec- 
tively, too; I know that, the chairman particularly. 

Mr. Dorn. If there is no objection, I would like to insert in the 
record, following the transcript of the testimony, the material con- 
tained in the pamphlet which Mr. Whittier has furnished for the 
committee members. We, in behalf of our distinguished chairman, 
want to thank you and I, too, want to commend you for your very good 
analysis and fine presentation and also commend your fine staff. 

e thank you. 

The committee will stand adjourned if there is nothing further. 

(Whereupon, at 11:40 a.m. the committee was recessed 

(The material supplied follows.) 
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Mr. Chairman and Members of the Committee 


Iam most appreciative of the opportunity to appear here today 
to explain and discuss with you the policy of the President of the United 
States pertaining to the Veterans Administration hospital system as set 


forth in his letter to me of February 26, 1959, 


To me, this represents a real milestone in the history of the 
Veterans Administration program for the hospitalization of our nation's 


veterans. 


I cannot express too deeply my gratitude to the honorable Chairman 
and members of this Committee for the hearings that were conducted here 
in this room last July. These hearings highlighted the basic problems 


involved in the entire Veterans hospital program and were a significant 


factor in bringing about the progress which I am here to discuss with you 


today. 


The President of the United States has graciously approved cer- 
tain recommendations which I made to him after most careful study and 
review, He has set forth a clear-cut policy under which we are to operate 
this vast hospital system, consisting presently of 171 hospitals and now 


authorized at a level of 125, 000 beds. 


The Congress in its wisdom has provided by law that the President 


of the United States shall approve all new construction with respect to 
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VETERANS’ ADMINISTRATION HOSPITAL POLICY 
Veterans hospitals, 


This procedure is somewhat unique in Federal Government. In 
most other instances, the Congress determines what Federal construction 
shall take place or what facilities are to be acquired and when it shall 
be done, And in the case of Veterans hospitals, the Congress has the 
final approval to appropriate the money to provide the facilities authorized 


by the President. 


The law sets forth certain eligibility criteria to be followed by 
the Administrator in providing hospital care for veterans after the facili- 
ties are established. The law does not define available facilities but it 
does say that within the limits of available facilities, the Administrator 


may provide hospital care for a veteran with service connected injuries 


or illnesses and for a Veteran with non-service connected injuries or 


illnesses if he cannot afford to pay for such care, and if a bed is 


available, 


With this background, I should now like to go over with you the 
policies adopted and approved by the President, For your convenience, 
we have placed before each of you a booklet which contains copies of the 
charts I shall use in my explanation. Opposite each chart in the booklet 


is a blank page should you desire to make notes as we go along. 


SUMNER G, WHITTIER 
Administrator of Veterans Affairs 
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CHANGE 


BASIC 


VA WILL. HOSPITALIZE: 
|. ALL SERVICE CONNECTED 
2. NON- SERVICE CONNECTED 
(A) Unable to 


(B) Within limits of (Available Goitable Facilities) 


THIS POLICY ATTEMPTS TO DEFINE 
THE AVAILABLE FACILITIES” 


¢ 
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HIGLEY 


I ASKED CLEAR 
POLICY STATEMENT 


(AS ALL ADMINISTRATORS HAD) 


If ASKED 125,000 
AUTHORIZED BEDS 


IT SAID LETTERS 
CHANGED BASIC 
POLICY 


A. NO NEW BED GONSTRUCTION 


B. CAN'T REPLACE BEDS 
CUT BY: 
(a) Alteration 
(b) Modernization 
(c) Other Reasons 


C. NO CONVERSION OF 
TB BEDS 
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HIGLEY 


I ASKED CLEAR I CLEAR POLICY 
POLICY STATEMENT STATEMENT 
(AS ALL ADMINISTRATORS HAD 


It ASKED 125,000 IE 125,000 


AUTHORIZED BEDS AUTHORIZED BEDS 
Il SAID LEVTERS 
CHANGED BASIC 
POLICY 
A NO NEW BED CONSTRUCTION ADMINISTRATOR CAN ADJUST 
BEDS FROM AREA TO AREA 


TO MEET: - 
A. VETERAN POPULATION SHI 
B. OTHER REASONS 


B. CAN'T REPLACE BEDS ADMINISTRATOR CAN 
CUT BY: REPLACE BEDS CUT By: 
(a) Alteration (a) Alteration 
(b) Modernization (b) Modernization 
(c) Other Reasons (c) Other Reasons 
C NO CONVERSION OF ADMINISTRATOR CAN 
TB BEDS 


CONVERT TB BEDS 
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| FIRST EFFORT TO DEFINE CLEARLY: 
AVAILABLE FACILITIES * 
A MAY CHANGE BUT STARTING POINT IS CLEAR 


B COMBINES SCATTERED DOCUMENTS, 
FRAGMENTARY POLICIES 


C BED SPACING FORMULA HAS CHANGED 


2 CUTS PHANTOM BEDS 
"AUTHORIZED BEDS” NO LONGER PHONY TOTAL 


CUTS UNUSED, DETERIORATED OLD 
ARMED SERVICES BEDS 


3 PERMITS ADMINISTRATOR TO 


ADJUST SYSTEM WITHIN TOTAL 
A_ON BASIS OF NEED 


B "FREEDOM POLICY” FOR ADMINISTRATOR 


C PERMIT CLOSING OLD HOSPITALS WITHOUT 
SUSPICION OF GUTBACK IN OVERALL SYSTEM 


D DEFINES FEDERAL RESPONSIBILITY 
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POLICY MEANS 


| PROTECTION AGAINST EROSION 


2 BEDS FOR ALL VETERANS WITH SERVICE- 
CONNECTED DISABILITIES 


3 STEADILY INCREASING NUMBER OF BEDS FOR 
VETERANS WITH NON SERVICE -CONNECTED DISABILITIES 
BECAUSE SERVICE -CONNECTED LOAD WILL DECLINE 


4 AS TB LOAD GOES DOWN, GME&S AND NP 
BEDS INCREASE 


S GREATER FLEXIBILITY IN LOCATING BEDS 
WHERE NEED IS GREATEST 


6 PREDICTABLE HOSPITAL PROGRAM FOR 
YEARS AHEAD 
A PLANNING 
B QUALITY OF CARE 


7 PRESIDENTIAL SUPPORT FOR VA HOSPITAL 


SYSTEM— SERVICE-CONNECTED AND NON 
SERVICE-CONNECTED AT 125,000 LEVEL 
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DEFINITIONS 


AUTHORIZED BED CAPACITY 


TOTAL BEDS PRESYDENTIALLY APPROVED 
FOR INPATIENT CARE - CURRENT & FUTURE 


RATED BED CAPACITY 


S CURRENT TOTAL OF INPATIENT BEDS, 
USED AND UNUSED, IN THE _ 


( Toto! beds in use-plus those out of use becouse ot 
A. Lack of patients 
B. Inability to recruit personnel 
C. Painting, maintenonce, etc. 
D. In process of activation 
E. Miscellaneous, etc. ) 


OPERATING BEDS 


CURRENT NUMBER OF BEDS IN ACTIVE SERVICE 


AND AVAILABLE FOR IMMEDIATE USE 
(No hospital ideally fills 100% of operating beds } 


(AVERAGE. DAILY PATIENT: LOAD ) 
AVERAGE NUMBER OF PATIENTS IN THE HOSPITALS 
ON ANY DAY IN A TWELVE MONTH PERIOD 


(Count patients every doy : odd totol for 365 days: divide by 365; 
this equals AVERAGE DAILY PATIENT LOAD ) 
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EFFECT NEW 
AUTHORIZATION LIST 


i BEDS PRESENTLY. IN SYSTEM 
INVENTORIED 


2. ONLY HOSPITALS WITH APPROVED 
CHANGES LISTED 


3, PHANTOM BEDS. ELIMINATED 
FROM STATISTICS 


PHANTOM BEOS COT 


4% INTERIM AND EVENTUAL AUTHORIZED 
LEVELS 


5. CHANGES REFLECTED IN APPROVED 
MODERNIZATION 


6. ADDITIONAL BED CAPACITIES APPROVED 
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